It has been estimated that about 5-10 million people die each year from kidney disease. The incidence and the prevalence of chronic kidney disease (CKD) are increasing worldwide. The true burden of kidney disease should be better assessed and prevented; in fact this worldwide health problem is probably underestimated, because of the relative lack of epidemiological data, the poor awareness of the problem, and the limited access to laboratory examinations for most of the general population in low-middle income countries [1] [2] [3] [4] . A recent analysis of all the available studies published between 2008 and 2014, reporting the prevalence of CKD in Nigeria, finds a high prevalence of CKD in the country, ranging from 2.5 to 26%, with a high variability according to the examined population, but probably also influenced by the equation used to estimate the glomerular filtration rate (GFR) [5] .
It is well known that in low-middle income countries (where most of the migrants come from), the health profile of people is rapidly changing. The Global Burden of Disease Studies show a robust trend towards a longer life expectancy [1] : the progressive decrease in the rates of communicable, maternal, and child diseases is associated with an increased number of years of life lost, due to non-communicable conditions such as diabetes mellitus, cardiovascular diseases, neoplasm and others, including chronic kidney disease [2] . In 2016, it was reported that the disability-adjusted life-years (DALYs) associated with chronic kidney disease, along with those associated with cardiovascular disease, cancers, diabetes and neurological disorders had increased significantly between 1990 and 2015 [6] . Several areas in the developing world are experiencing the deleterious effects of noncommunicable diseases with an increase in morbidity and mortality from stroke, coronary artery disease and end-stage renal disease. Obesity, diabetes mellitus and hypertension are becoming a significant public health concern especially in urban residents [3, 7] where a higher prevalence of cardiovascular diseases [8] , diabetes [9, 10] and kidney diseases [4, 11, 12] in foreign-born populations in most migrants' destination countries have been described.
The influence of specific risks for acute and chronic kidney disease may occur across the socio-economic spectrum, with a considerable overlap of non-communicable conditions and infectious diseases [13, 14] . Infectious diseases such as tuberculosis or schisostomiasis are frequently neglected, and treatment for acquired immunodeficiency implies the development of risk factors (hypertension, diabetes, metabolic syndrome) favoring cardiovascular events.
Many low-income countries have problems with undernutrition and overnutrition, which are both risk factors for kidney disease [15] . Malnutrition predisposes to diarrheal infections and pneumonia, resulting in renal complications and favoring acute kidney injury. In young females, malnutrition may predispose to bring underweight during pregnancy, as well as with low birth-weight offspring, low birth-weight represents a risk factor for future hypertension development and progressive loss of renal function. The opposite condition, i.e. obesity, increases the life time risk of CKD and cardiovascular disease. Maternal obesity during pregnancy is associated with adverse outcomes, increased risk of preeclampsia, and future development of cardiovascular and chronic kidney diseases.
The risks of kidney disease are influenced by a multifaceted and complex scenario of economic and health disparities, migration conditions and demographic transition. The HELIUS (HEalthy Life in an Urban setting) Study in Amsterdam was prospectively conducted with the aim of assessing the association between genetic factors, country-specific culture, migration history, ethnic identity, socio-economic and discriminatory factors with the incidence of diseases (cardiovascular, including diabetes, depressive disorders and drug abuse, infectious diseases) in four different ethnic groups: Suriname (both Afro-Caraibic and Southern Asia), Ghana, Turkey, Morocco and Dutch natives [16] . In the framework of the HELIUS study, Adjei et al. describe the prevalence of high to very high CKD risk among all ethnic minority groups (Turkish, Moroccans, South-Asian Surinamese, Ghanaians, and African Surinamese) compared with the Dutch host population [17] . All ethnic minority groups have higher odds of albuminuria, and high to very high CKD risk as compared to the Dutch even after adjustment for age and gender. Despite conventional risk factors (hypertension and diabetes) being more prevalent in all minority groups, they do not completely explain these ethnic differences suggesting that other factors play a role.
Adjustment for education and occupation reduces the odds between the Dutch and all ethnic minority groups, but does not fully explain ethnic differences in albuminuria and high to very high CKD risk [18] . This finding confirms previous evidence obtained among different populations in the United States and in Europe [19, 20] . The educational level may exert an influence on the development of CKD through unhealthy lifestyle and habits, poor access to a health care delivery system [19] , and concomitant diseases. Suriname was a former Dutch colony, and accordingly both African and South-Asian Suriname had easier cultural access to preventive measures adopted by the Dutch host population, as compared to other ethnic migrant minorities. The occupational low level and the increased risk of CKD are usually explained by the possible effect of exposure and contact with nephrotoxic substances such as heavy metal (lead, mercury) organic solvents, glycol ethers, or grain dust. More frequently, a low occupational level mirrors poor food and lifestyle behavior.
The role of hypertension and blood pressure treatment may be determinant in the development of CKD [21] . A recent meta-analysis by Modesti et al. [22] shows a higher systolic and diastolic blood pressure in migrants from SubSaharan Africa to Europe than European residents, lasting for many years and refractory to preventive strategies. However, the opposite is true for migrants from Southern Asia, suggesting inter-ethnic differences. Also, Muslim migrants show lower blood pressure values, suggesting that religionbound alimentary habits also play an important role [21, 22] .
Very recently, higher values of systolic and pulse pressures are observed in subjects living in a semi-urban than in a rural population in Ghana. Both systolic and pulse pressure are progressively increasing with age in men and women, despite the rise being more marked in women. The pulse pressure is significantly related to a decrease in creatinine clearance, more than all the other measures of blood pressure. The higher pulse pressure observed in the semi-urban population is associated with a parallel increase in body mass index, mainly in women; in the multivariate analysis only age and body mass index are independently associated with a decline in kidney function suggesting that pulse pressure might reflect an early vascular aging [23] . On the other hand, in a rural sample of subjects living in Tanzania, increased blood pressure and hyperglycemia are frequently recorded, but not associated with a relevant prevalence of CKD, mainly observed in younger subjects. The data suggest the need for a deeper insights in the causes of CKD [24] .
In the study published in this issue of I&EM journal, Nannan Panday et al. [25] report the results of the HELISUR (the Healthy Life in Suriname) project aimed to assess cardiovascular risk factors as well as asymptomatic and symptomatic target organ damage including CKD in a random population sample of 1800 men and women aged 18-70 years. After a detailed interview at home, including the collection demographic, socio-economic, dietary, and health-related questions, the participants were invited to undergo a medical visit and laboratory examinations.
They describe a prevalence of CKD of 5% in this group, of around 50% South-Asian or African ethnicity. A very high prevalence of hypertension (72%), overweight or obesity (78%) and diabetes or prediabetes (26%) was observed in the study participants. The authors have estimated that 6650 to 10,750 patients per million population may develop kidney failure in the future 10 years, leading to a dramatic medical, economic and social burden related to the disease, in the absence of specific policies for CKD management.
Unfortunately in the study, no data are available about the previous or current medical treatment of the study participants. It is also well demonstrated and suggested by guidelines [26, 27] that BP reduction preferentially obtained by the use of ACE-or ARB-based treatment is the most powerful tool to retard progression toward ESRD in CKD patients, and is very effective in reducing proteinuria [28] . Unfortunately access to medical treatment is still poor [29] , and it is clear that poverty is associated with limited pharmacological control of chronic diseases, as well as because of lack of compliance [30] .
Overall, the results of the study by Nannan Panday et al. [25] underscore the growing role of CKD in low-middle income countries morbidity and mortality. These results emphasize the importance of devoting more attention to CKD screening [31] and prevention, mainly focusing on diabetes and hypertension treatment to avoid the tremendous social and economic burden related to this disease.
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